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developmantal and behavicral statys, attendant
risk6 of treatmant, and the right to refiss
treatment, for cne of the two clisnts (Cllents #1
and #2) included in the sample.

The findings include:

1. The facility failod to ensure that informed

consent was abtsined from Cliant #1 and/or her

legal guardian pricr to the administration of her
psychotrople madications.

JAny dnflciancy statentent bnding with an asterisk B

roaram participstion.

o) 1D SUMMARY BTATEMENT OF DRFIGIENGIES o PROVIDER'S PLAN OF CORRECTION [y
PREFIX (EAGH DEFICIENCY MUET BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOLLD BE ' GOMPLETION
TAG REGULATORY OR (8¢ JDENTIFYING INFORMATION) TAG °“°“'“EFE“EE,‘EEE.E% ;]-,{) E APPROPRIATE DATE 4
W 000 | INITIAL COMMENTS W 000
.| Aracetificatian_survey was conducted from mg%'} 0 \L)).L\al ng *
October 14, 2008, through Oetobsr 18, 2008. G THE DISTRICT OF COLUMBIA
The aurvey was Inftisted using the - DEPARTMENT OF HEALTH :
| fundamental-survey process. A random.sample HEALTH REGULATION ADMINISTRATION
of two clients was selected from a residential 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
populistion of four wornen with mental ratardation WASHINGTON, D.C. 20002
and other disabilities, The findings of the BuUrvey
wars based on obsarvafions, interviews at the
facliity and at one day program, and a reviaw of
racerds, ineluding unusual incident reports.
W 124 | 483,420(a)(2) PROTECTION QF CLIENTS ‘W 124 W124
RIGHTS :
The feciilly must ensure the rights of ail clients. ' Upon'review by the «
Thersfore the :acility must inforn each cliant, " administration, the facility
parent (if tha cllent Is @ mincr), or legal guardian, i : : ient #1*
of the clients medical condition, developmental | 1d1d Sl mél.lfm? t‘;flen]tj lt,s -
and behaviorsl etatus, attendant risks of | legal guar 1an of the client’s
treatment, and of the right o refuse trastment, i medical condition,
: [ developmental and
. | behavioral status, attendant
This STANDARD s not met as evidenced by: i risks of treatment and the
Bazisad %’: a?aa{v;!;n, intarview and record [ right to refuse treatment, The
review, the facility falled to ensure the rights of : s : : '
sach cllant and/or thelr leyal guardian to be , facility “fﬂl cns\'xre that this |
Infarmed of the clients medical conditien, * standard is obtained by

11/28/08

f ovide aufficlent N dentea P ceficlancy whioh tha instituti 2
Tollowing the ate of surs MambPiS3IoN o the piianta. (Ske Inetnuctions.) Excopt for nucging homes, the findings stated abavs pre dipcioaat)
Iollowing tho dte of survay whather or nat a plan of comection is provided. For nuraing homas, the above findin. £ 5 cloaatle S0 daya

'guya foliewling the date these daoummnts are made svallstie (o the fadility, If deficlencies ars cited,
1

(X8) DATE

95 and plana of correctlan am disclosable 14
an approved plen of coraction Is mquisia fo cantinuad
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PREFIX (EACH DEFICIENCY MUST BE PREGEDER BY FULL PREFIX (EAGH CORRECTIVE ACTION BHOULD BE COMPLETIGN
TAG REQULATORY OR L3¢ (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE AFPPROPRIATE DATE
) DEFICIENGY)
W 124 | Continued From page 1 W 124
Observation of thé avening meglg:.gﬂog f 1. The facility will 11/28/08
administratio” on Octebar 14, Z008, beginning at i : ' '
8:28 PM ravesied Client #1 recelved. medicationse obiain mform'ec}
including Seroquel, Gabapentin and consent pertaining to
Chlorpromazine. Interview with the medication client#1's
nuree during the medication administration, psychotropic
revealad the aforemantioned medications were medications by
used to address the client's bahavicre, icatlons by
Durlng the entrance conference on October 14,
2008, an interview conduated with the Pragram
Director revaaiad that Client #1 did not have the .
capacity to give Informed consant for the use of :
madications and habllitation services. Tha - .
Pragram Diractor's atatement was verified on .
October 16, 2008, at 3:30 PM through review of
Client #1's psychologicel assessmeant datay | '
March 18, 2008. According to the asssssment, | Sitv did fai
Cllent #1 “ls not able to make indepandent , 2. The famhty did fail to
decisions concerning her residential or day | obtain consent for .
placements. She iscks the cagnitive skilis |' client #1 psychotropic
necessary to understand the implications of such : icati i
declelons and therafare cannot glve her Informad mech]: at.lon? prier to
consent She lacks tha judgment and Insight . Ppsychotropic
required to make decisions independently." The i medication use; even
Program Diractor further reveaisd the cilent had a : though consent was
Iegallguardnan to assist her in decislan making. | obtained twelve days
Revl?w of tha client's medical record and after increase in
edditlonal interview with the QMRP on October sychotropic
15, 2008, at 308 FM falled to provide evidence | aadioations for -
that Client #1's treatment needs, Including the | .
benefits and potential siie efMacts azsociated with | Thorazine 200mg this
her medications, and the right to refuse _ still does not negate
treatment, had been explained to her and g :
legally autherized rapragentative. the fac,t th:_a.t prior
, authorization was not
2, The facilty fallsd t obtaln informed consent met. ‘ ) ¢
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) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION &) *
PREFIX (EACK DEFICIENGY MU&Y BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD B COMELETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROAS-REFERENCED TO THE APPROPRIATE DATE
. REFICIENCY)
W 124 | Continiied From page 2 W 124 '
from Glient #1's legal guardian regarding the Therefore the
........gﬂfﬂj%gmsnmmmﬂmmspr orto | heir i administration will re-
: ¢ o train the facility’s
[Cross refer abous|. Continuad review. of Client - QMRP to enspre that
- |#1's medical record on October 15, 2008, ; future. aversight of not
revealed a written Physlclan Orderg (POS) dated : .y
March 18, 2008, to increase Thorazine 108 mg to I obtaining informed
200 mg BID. interview with tha Program Director i consent legal
during the entrance canference on October 14, ! ons di fmm at E
2008, revasiad Client #1 did have a guardian. ( guardian prior to
| administration of
Record verification on Qctober 15, 2008, at 2:20 _ ( psychotrapic
PM revealed aithough Client #1 had evidence of ) dications does not
Informed consgent for Thaorazine 200 mg, It wss i me ., 1
not obtalned from the guardian untll March 31, } ocgur for client #1 as
2008, twelve days after the Increase in the | well as all remaining
peychotrople medication had been initiated. [, client’s in facility by 11/28/08
At the time of the aurvey, the facility failed to
provide evidence that informed consent was
obtained from the olient and/or legally authorized
rapreseniative prior to the adminlatration of the
psychotrapic medication, :
W 145 | 483,420(d){1) STAFF TREATMENT OF W 148
CLIENTS .
The facliity must develop and Implement written
policles and pracedures that prohlbit
mistreatment, naglect or abuse of the clignt.
-| This STANDARD s not met as svidenced by,
Based on abservation, Interview and racord
review, the facility falled to Implement policies
designed to ensurs the clients’ health and safety
for one of the two cllents (Client #1) included in
the sample. :
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| Observation of the evaning madication

The findings include:

edminiatraticin condicted on Octoliaf 14, 2008,
beginning at 8:28 PM-revealed-Clent#4-received
medications including Seroquel, Gabapantin and
Chlorpromazine.

a) Preceding tha obsetvation of the medication
gdministration, Cllent #1's written Physician's
Orders (PO) were raviewed on October 14, 20086,
beginning at 12:15 PM. Continued review of the
the written orders revealed a PO dated March 13,
2008, 1o start Thorazine 100 mg wioe dally.
Revisw of the March, 2008, Medication
Administration Record (MAR) on Qeteber 18,
2008, revealed that Cllant #1 did not receivs the
prescribed medication until March 17. Further
review of the MAR revealed tha facility's
modication nurse documented on the reverse
slda of tha MAR that Ciient #1 did not raceive

Thorszine 100 mg from March 14, 2008, through
March 16, 2008, bacause the facility "nesded
consent from the guerdian.®

Addltional revisw of Cllent#1's MAR revagied the
client was administerad Thorazine 100 mg from
March 17, 2008 through March 18, 2008.

Raview of the cllent's records revesled the facility
did not recaive the informed cansent from Clisnt
#1'a guardian untli March 24, 2008, five days after
the psychatrople medication had bean
adminieterad,

b) Client#1's medical recond revealed arothar
written RO dated March 19, 2008, to "glve
Thorazine 20Q mg twice dally and to digcontinue
Thorazine 100 mg PO BiL." Intarview with the
Nurge Coordinator on October 18, 2008, at

W149

A). Upon review by the
administration on policies
and procedures that prohibit
mistreatment, neglect or
abuse of clients, the facility
did fail to meet the
adminigtrations own policy in
regards to client #1 =
psychotrapic medications of
Seroquel, Gabapentin and
Chlorpromazine by not
obtaining informed consent
prior to start of psychotropic
medications. Therefore, the

. administration will re~-train

the facility’s QMRP to ensure
that future oversight of not

' obtaining informed consent

. from a legal guardian prior to
i administration of

i psychotropic medications

| does not oceur for client #1

as well as all remaining
clients in facility by
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|28 PROVIDER'S FLAN OF CORRECTION m
il (E;fac?rl:J 'g';‘;‘.’;?;:*c@*ﬁf.‘mé’ PRECEDED £ FULL pn’sbnx (SACH CORREGTIVE AGTION SHOULD bE confgt;’;non
TAG REGULATORY OR L$C IDENTIFYING INFORMATION) TAG cncss-nsrenesgﬁ& To g%a APPRGPRIATE A
W 148 | Continued From pade 4 W 148] | jministration
approximataly 4:12 PM ravaealad that the clisnt ;B) Th? d t.l'mtsglai ent # 1s
| started Thorszine 200 Aaﬁan March 20, 2008, recogmized t
through March 28, 2008, Review of the Informad 'medical record of
consent for Tharazine 200 mg reveaisd It was || neyétintronic medication for .
abtained from Clant#1's guardian.on-March. 31 B 5( [ p ek L t K
2008, twelve days efter tha Initiation of the i Thorfazing 200 1g was no '
Increase In the cllent’s psychotroplc medicatian. | i obtained ‘until twelve days
Interyieve with the Nurse Coordinetor on Getab ' after the initiation of increase
nerview with the Nurse Coordinetor on Octabar _: )
15, 2008, &t 4:12 PM revealed that the facillly's - of Thorazine 200 meg. ,
policy was ot to administer any psychetropic | T?lﬂﬂforq, the administration O
medicatlona prior to receiving informed consent | will re-train the facility’s
from the cllent's guardian. / QMRP to ensure that future
An interview was also conducted with the | Oversight of not obtaining |
Program Director on the aforementioned date to fl informed consent from g
ascert2in if there was a pollcy that indicated legal guardian prior to
psychotropic medleation could not be , gal is traﬁonglt"l
administered bafore raceiving informed conaent { . A
from the ollent's guardian. The policy entitied, | PS'YChotropzc medication for )
"Psyehotroplc Mmloﬁwwna lguc{, anﬂaPrzugoagure" . client #1 as well as all '
was provided for review on Qctober 18, \ P » . -
Review of & sactioh entitiad, "Prohibited Uee of | femaining Chmt':" n fax.:llhty
Psychotropic Madications” revealed that "the does.nn_)t occur, 1n addition to )
| 'uEs of payElotRplE Médication without the prior retraining of adherence to :
written Informad consent of the individual or thelr Marjul Homes policies and
substitute health care decision maker was ' rocedures ¢ fi
prohibited.” { gy enforcement for 11/28/08
At the tims of the survay, the facility falied to ! h
ansure that their palley th;rti prohibited the use of
, peychotropic medioation prier to raselving .
lnfgcrmad conzent had bsan implementad. W 159
- W 159 | 483.430(a) QUALIFIED MENTAL W 158 l .
] RETARDATION PROFESSIONAL ' The QMRP will be re-trained
Each client's active freatment program must be | on each client’s active
Integrated, ¢cordinated and monitored by a . treattnent program |
gualified mental retardation protassianal, integration. ‘1 1/28/08
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4] I BUMMARY STATEMENT OF DRFICIENGIES [ D PROVIDER'S PLAN OF CORREGTION I
PREFIX {EACH DEFICIENCY MUST EE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE eomg.jénou
TAG REGULATARY OR L8C IDENTIFYING INFORMATION) Y CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
W 158 Continued From page & W 1589
This gTANDARD I8 not met as avidenged by: /
Based on interview and record rayiew, the facllily , RP will ai i
failed to ensure that each clisnt's active treatment { The QMRP 'wﬂl —— ?btam a L
Frogram wes integrated, coordinated and comprehensive psychiatric s
y moniorad by the Qualified Mental Retardation | assessment for client #1 by
Profegslonal (QMRP), ; N ) ‘ 11/28/08
o | The facility will ensure that
The findinge include; ' Client #1 and Client #2’s in
The QMRP falied to ensure Clisnt#1 receivad 5 ; addition to all remaini
Somprehensive psychiatric asssasment. [See | clients at this facility
214] _ ' Behavior Support plansare
The OMRP fallad 10 8nsure Clients #1 and #2's reviewcd and approved by ,
Behavior Support Plana had besn reviswed snd  the Human Rights Committee 11/28/08
approvad by thelr Human Rights Committes . . |
(HRC). [See W282] The QMRP will also obtain ;
- 5P foed © 'written informed consent for
¢ QMRP falled to ensura written informed : : 7
consant had been obtained from the client and/or all clients b'y pmspfhcuve F
thelr lagal guardian for tha use of psychotropic legal guardians on the use o
- -lr?sudinagen?»and--Behavior Support Plans (BSP), - psychotropic medications and .
o8 W283 ‘ Behavior Support plans b 11/28/08
- W 188 | 483.430(6)(1) STAFF TRAINING PROGRAM W 189 j PPoTtp y 2
The facliity must provide each ampleyas with ' : !
initial &nd continulng training that anables the
employee ta parform his or her duties effactivaly,
efficlantly, and competently. v
This STANDARD & not met gs avidenced by:
Based on obsarvation, interview and recary
| Mview, the faolilty failed to ensure that each
sMmployees was provided with initial and continuing
tralning that snabled the employee o performn hig
or her dutles effectively, efficiantly, and
FORM CMS- 2587(02.88) Freviovs Verslons Obgolste Event I8:G70711 Faciity 1D 08G54 If continuation shest Page 6 of 14
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W 138 ‘ Continued From page 6 w180
. competently.

| ﬁ;ﬁa ﬂﬁdlngs Includs: .

The faclity falled to ensure the medigation nurse

was trained and familiar with the facility's policy

that addressed "Medication Managament.”

Obsarvaticn of the evening medication o 'W 189 11/28/08
adminlstration en Octobar 14, 2008, at 8:43 PM iThe administration’s RN will .
revegied Client #3 raceived medications including : iretrain all LPN and

Carbamazine, Lithium Carbonate, and ; . s

Chiarpromazine HCL. Continued observation jmedication pass nurses
reveaied the client was obsarved to punch her employed with Marjul
plils frafm the individual bukble packs while the Homes on its medication

medication nureg held the cup for her. Further . " \
observation ravealed Ciient #3 dropped one of { P°11"3Y t'? mcludg'a disposal of
her medications on the floor. { medication that is dropped, v

soiled and tampered with.

Al that time, the medication nurse verbally
prompted the cliant fo punch out anather plli from
the bubble pack. The nursa indicated to the
gurveyor that'sha would flush the medication that
was dropped aftar. the complation of Cllent #3's
medication administration. ' !

The survayor was asked by tha facility's
medication nurse if she wantad to watch her flush
the pill down the toilet. The surveyor proceadad to
follow the nurse Into the facliity's basement
bathroom.

Review of the faollity's policy entitied “Medication
Management” on Qctobar 16, 2008, reveslad
"Medication that is dropped or In any way 8oiled
or show signs of tamparing shall be destroyed by
the nurse In the pressnce of an emplayee on
shift. At the time of the survey, the fscllity failed
te shsure the medicstion nurse was trained ang

FORM CMmS.2347 {82.96) Previoua Versions Obliclat Event 1D: GTO711 Fugillyy 10: 000 154 If continuetion sheet Fage 7 of 14
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W 188 | Continued From page 7 W 189

famillar with the facility's policy for the disposal of
... .|medication. ... .. .. . .
W 214 | 483.440(c)(3XIil) INDIVIDUAL PROGRAM PLAN W 214

The compreheneive functional s=s=ssment must
identify the client'a apecific developmental and
behavioral management neads.

Thia STANDARD s not met as avidancaﬁ by:
Based on gBaervalion, interview and record
review, the faoliity falied to enaure Cllent #1
recalved a comprehensive paychiatric ‘
| assezsment, | W 214

: The finding includaes: )‘ The facility will ensure that

Observaticn of the evening medication Client #1 Wl_ll bave a P
administration on Qatober 14, 2008, beginning at comprehensive psychiatric
8:28 PM revealed Client #1 recelvad madications ' assessment by - © 11/28/08
including Seroque!, Gabapentin and | .
Chlorpromazine. Interview with the medication
nursa during tha madication adminlstration, |
.| revealed the aforementioned mexications ware
used to'address the client's bahaviars.

Review of the Madication Administration Record
(MAR) on October 15, 2008, revesled a
Phyalclan's Order dated October 1, 2008. v
Continued review of the crder ravealad Client
was prescribed Serequel and Chiorpromazine to
address intermitient Explosive Disorder (IED).
intmrview with Qualified Mantsl Retardation
Professional (AMRP) on Octaber 16, 2008 at
3:48 PM verified that Client #1's medication was
used to control bahaviors in conjunction with a

_| Behavlor Suppart Plen (BSP). ’

The interview with the QMRP wag continuad on |
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! The finding Inciudes:

483,440(N)(3)()) PROGRAM MONITORING &
CHANGE

The committee should review, approve, and
monltor indlvidual programs designed to mansga
inappropriate. bahaviar and other programs that,
in the opinian of e committee, involva risks to
client protection and righta.

This STANDARD is not met as evidenced by:
Bassd on observation, intarview and record
review, the facllity falled to snsure Clignts #1 and
#2'a Behavior Support Plans had been reviewesd
and approvad by thelr Human Rights Comm|ites

(HRC),

1. Observation of tha evaning medication
administration on October 14, 2008, baginning at
6:28 PM revealad Client #1 regelved madications
including Ssruquel, Gabapentin and
Chlorpramazine. Interview with the medication
nuree during the meadi¢cation saminlatration,
revealed the aforementionad medications ware
Usad to addrass the cllent's behaviors,

Interview with the Program Director an Qctobar
14, 2008, during the antrance conference

revesled Client #1's medication was used In

2TATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUCTION . . |tx3)DATE suRrvey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: vl COMPLETED
A, BUILDING 4
| 0861864 8. Wika 10/18/2008
NAWME OF PROVIDER OR BUPPLIER STREET ADDREES, CITY, STATE, ZIP GODE
0434 EASTERN AVENVE, NW
MARJUL HOMES WASHINGTON, DC. 20012
D SUMMARY STATEMENT OF DEMGIENGLES D PROVIDER'S FLAN OF CORRECTION )
mF[x (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HQULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENGED TOQ THE APPROPRIATE DATE
: _ DEFICIENCY)

W 214 | Continued From page 8 w214

October 18, 2008, to escertain If Client #1 had a
| camprehensive psychlgtric nasessmant to justity

the us of the bahaviar modificstion drugs snd
her corresponding paychlatric disgnosas '
(Intermittent. Explosive Disorder). . At the time-of
the aurvey, the facllity falled 1o provide evidence
that Cliant #1 recelved a comprehensive
psychlatrie sssagsment.

W 262

W 262

W 262

ensure that Client #1

1. The facility will

| Client #2's in addition to all

' Temaining clients at this

| facility Behavior Support
plans are reviewed and

| approved by the Human

' Rights Committee by

ang

11/28/08

v
L
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TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Date
DEFIGIENGY)
W 262 | Continued From page 8 W 262

conjunction with # SBehavier Support Plan (BSP). '
_Revlaw of tha clients hahilitatlan record en ] 2. Upon review of the
October 18, 2008, verified Gllent #1 Had 8 BSP | facility’s HRC
dated:March 28, 2008, Continued faview of the ! meeting minutes; ‘
i
I

‘plan revealed Gliont #'1fs.hrgeted.hehwiurs 14 e i "
Included physlical aggresslon, ssif-Injurious Client #2°s BSP was T
behaviors (SIB) , crylng, rocking, touching privete approved by HRC
body parts and smearing saliva. committee six months
after its
Raviaw of the facility's MRC minutss on Qctabar : .
18, 2008, at 3:06 PM revesled a mesting was implementation; and
held on September 10, 2008. Continuad review ! therefore the
of the HR:C minutes failed to provide evidenceof | ° I administration will
Cllant #1's. BSP, which Incerporated the usa of ! ensure that the QMRP

chotrapic medications had been reviewed. ! . .
pey P | isrg-trained on HRC

intarview with the Qualified Mantal Retardation | committee meetinga

Professional (QMRP) en OCctober 16, 2008, at ; ; i

2:45 PM revealed thet Cliant #1 was sdmitted o i to be he_l?hm Zﬂnn}ely

the facliity on January 31, 2008, At the tima of " manner; thus having

tha survey, the facliity falled to provide evidence i these meetings to

that Cliant #1's BSP was reviawad and approved : review, approve, and ,

by thelr HRC. ’ PRl T '
| monitor individual

2. Qbservation of the evening maedication i programs designed to

adminlatration on October 14, 2008, beginning at . manage inappropriate

6:28 PM ravealed Client #2 received medications -‘ behavior end other

including Risperdal, Gabapentin and Lorazepam. :

Intarview with the medication nurse during the programs that in the

medication administration, revealed the | opinion of the

aforementioned medicationa were used o ; committee, involve (I

addregs the client's behavmrs . .
: risks to client
Interview with the Program Director on October | protection and rights. 11/28/08
14, 2008, during the enitance conference | ‘
revealed Cllunt #2's medication waa used In
conjunction with a BSP, Review of the ¢ellent's
habllitation record on Qctober 16, 2008, et 3:49
PM verified Clisnt #2 hed @ BSP dated July 31, J

T FORM DNS-2587(02-99) Previes Veralony Obsclata Evert 10: G7D711 Faciity ID: 0RGA B4 If continuation sheet Paga 10 of 14
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W 262 Continued From page 10 w282

. 2008, Continuad reviaw of the plan revealed
o .,client#a!s.tamst'ed-bohuvlorameluaad- physical.
8ggrassion, screaming and crying, refusal to .
follow requests in délly schedile, dng ¢
self-injurious behavior (SIB), biting her hana.

Review of the {acility'a HRC minutes on Qctober
18, 2008, at 3:08 PM revealed & meeting was
held on Beptamber 10, 2008. Cantinued ravisw
of the HRC minutes revealsd Cliant #2's BEP
which incorporated the use of paychotrople
medications had been reviewed/approved,
however, at the time of the survey, Client #2's ,
BSP-wae reviswed/appraved aix monthe afterits | -
implementation. ’
W 283 | 483.440(1)(3)(ii) PROGRAM MONITORING & W 283 -
CHANGE

The eammities should Ineure that these programs
are canducted only with the written infarmed
consant of the cllent, parerts (if the client is @
minar) or legal guardian, ,

This STANDARD is not met as evidenced by:
Bagad on observation, interview and racord - v
review, the facllity's Human Rights Committma -
(HRC) falied to snsure written Informed conaent
had been obtalned from the client and/or thelr 0

legal guardlan for the use of Psychatropic ‘

medication and Sehavior Support Plans (BSP),
for one of the two clients (Climnt #1) included I,
the sampla.

The finding includea:

Observation of the evening medication
adminiatration on October 14, 2008, beginning at
€:2€ PM revealed Client #1 rgcaivad medications

.FDHM CMB-2567(02-68) Pravioua Versions Chaclats Event 1D: G70711 Fazility ID: 063144 if continuatian sheat Pags 11 of 14;
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W 283 | Continued From page 11 W 283

including Seroquel, Gabapsntin and
.Chlgrpramazine, Intarview with the madicalion
nurea during the medication adminlatration,
reveatsd-the-aforamentioned medications wera
used to address the client's behavioms.

interview with the Program Dirsctor pn October
14, 2008, during the entdrance conferencs :
reveaied Cllent #1's medication was used In , \

conjunction with & Behavior Suppart Plan (BSP), : W 263 11/28/,08.
Raview of the client’s-habilitation recard on : '

Qctober 18, 2008, varified Cllent #1 had a BSP ’ Cross reference

dated Mareh 28, 2008. Review of the BSP W 159
reévenaied-Client #1 racaived payohotrople , -
medicgtlens for stereotypad and axploalve _ o w
behavicrs. ; o Cross reference
, | W 159
Continugd revliew of the record revealed a written |
informed consent was obtained for Client #1's . i
Increase of her peychotropio medication . Cross reference
(Thorazine 200 mg) on March 31, 2008, welve : W 159

days after the psyehotropic medication had been {
Inltiated. At the time of the survey, there was no '

.| decumanted evidence that written informad :
gtg;ent was obtalned for the use of the cilent's i

2. The facllity falied to ansure that Informed |
consent was obtained from Client #2 and/ar her |
imgal guardian prior to tha Implementation of her
Behavior Support Plan (BSP). i

Interview with the Program Director cn October
14, 2008, during the éntrance conference /
revealsd Cllent #2's medication was used in
conjunction with a Behavior Support Plan (BSP).
Raview of the cli=nt's habllitation record on
Qctober 16, 2008, verifiad Client #2 had a BSP
dated July 31, 2008. Raviaw of the BSF revaalad

. FORM CM8-2687(02-99) Previeus Veralons Gbaciete Evern ID: Q70741 Faclity ID; 09G154 If continuation aheet Page 12 of 14
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Client #2 recelved psychatroplc medications for
-Bipolar.Disorder.... .. ..
Atthe time of the survay, the facliity failed to '
provide evidence that written informed ‘consent :
was obtained from the client and/or legally an '
. authorized reprasentativa for the use of her BSF.
W 322 483.480(a)(3) PHYSIGIAN SERVICES w322
The facility must provide or obtain preventiva and j'
genersl madical care, !
:
This STANDARD s not met as evidenced by: | W 322 )
Baged on intarview and record raview, the facility ‘ "
falled to enaurs general and praventative care s : :
| servicas, for one of the two clients (Cllant 1) . The adnumsn'anon_mg .
" Ingiuded In tha sample. ensure that all Marjul home:

5 The findings include;

Review of Cllent #1's madical record on October
14,2008, 5t 12:07 PM ravealed a medical
asseasment dated February 7, 2008, Centinued
review of ths assessment reveglad the client's
Primary Caré Physlcian (PCP) recommoended
Client #1 ta be seen by the podiatrist evary thres
months.

Further review of the ollent's medical record
ravegled that she was saen by the podiatrist on
June 30, 2008. The podiatrist scheduled & return-
sppointment for October 8, 2008 at $:00 AM,

Imterview with tha Program Director on October
14, 2008, at 12:32 PM was conducted o
gacertainIf Cllent #1 had basn sesn by the
padiatrist alnce June 30, 2008, The Program
Director indicated that she had no knowledge

facilities are providing and
obtaining preventative care to
| include podiatry services for
all clients. Additionally
" (Client # 1) at Eastern Ave,
. facility in addition to all
remaining clients at this
location had podiatry services
performed on 10/20/08.
Additionally the
administration will perfor:.n
monthly routine preventative
. ¢care monitoring with RN at
this facility. Scheduled
monitor will oecur on

11/28/08
J
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W 322 | Continued From page 13

regarding If the client hed other appeintmeants with
ths pociatrist, out she would check with the
Quglified Mental Retardation Frofessional
(QMRP). . '

Interview with the fscliity's Nurse Coordinator on
October 14, 2008, at 1:38 PM revealad that the
podiatrist had oalled the facility on Octobar 6,
2008, but was unable to reach anyans. At the
time of the survey, the facliity talled to ensure the
PCP's rescommandation for Cilent #1 {0 bs seen

by a podiatrist every three months had baen
' implemented.
W 331 483.460(c) NURSING SERVICES

The facility must provide clients with nursing
sarvicas In sccordance with their neads,

This STANDARD is not met as evjgdencad by:
Based on interview and racord review, the facllity
failed to provide nursing services in accordance
with the neads for ane of two clients (Client #1)
included In the semple,

The finding Includas:

The facility'e nursing servicas falled to ensure
Cllent #1 was saan by the podiatrist every three
monthe per the Primary Cars Physiclan's (PCP)
recommendation. [Ses W322]

W 322

W 331 : v

| W 331

| Cross reference (W322)

Tl TORWOMEEEET(5E-50) Frevioud Vaislons Obesleta Evant 10:Q7D7414

Facilky ID: 08Q154 It continuation sheet Fags 14 of 14

A

i R rE— .




Mov 13 2008 4:41PM

MARJULHOMES '

B T RO

R E——————————.

2027238018 |

PRINTED: 11/0&/2008
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(XT) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

MFDQ3-0130

(%2) MULTIPLE GONSTRUGTION

A BUILDING
B WING

(X3) DATE SURVEY
COMPLETED

10/16/2008

NAME OF PROVIDER OR SUPRLIER
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SUMMARY STATEMENT OF DEFICIENCIES
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(X4} ID
PREFIX
TAG

1D

" PREFIX
TAG

PROVIOER'S pLAN OF CORRECTION
(EAGH CORRECTIVE ACTION SHOULD B=
- CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENGY)Y

(X8)
COMPLETE
DhTRE

1000/ INITIAL COMMENTS |

A llcansure survey wae conducted from Qctaber
14,2000, thidugh Octaber 16, 2008, A random
sample of wo resldants wag aelmcted from a
resldential population of four women. with.mental
retardation and other disabliities. The findings of
the Survey were basad on obgervations,
intarviews st the faclity and &t one day program,
and a rsview of raconds, Including unusual
incident raponsa.

1082 3503.10 BEDROOMS AND BATHROOMS !
Each.bathraom. that is used by residents shall be
oqGuipped with toilet tissue, a Paper towel and gup
dispenser, soap for hand waghing, a mirror and
adsquata lighting. .

This Statute s not met az evidenced by:
Based on observation and slaff interview, the
facllity falled to ensure the provislona of this
gection as presented below for four of four
=slcents reslding in the fagilty. [Residents #1,
#2, %3 and #4]

The finding includes:

The environmental inapection on 10/16/2008, at
11:15am revealed the Tacliity falled 19 ensure that
all bathrooms wara equipped with @ cup
dispenser, paper towela and $0ap 8s required by
this section,

3504.1 HOUSEKEEPING

exterior af each GHMRP shall be
maintained in a saf=, Clean, orderly, atiractive,
and sanilary manner gnd be frge of
eeumulations-of dirt, rubbish, and objectionzbig

1a8

The interler and

000

082

. 1080

| 1082 S

; Each bathroom at this facility
I was equipped with toilet - -
| tissue, paper towel, cup

|
i

dispenser, soap for hand
washing, mirror, and
| adequate lighting for all
' residents residing at this
! facility to include (Residents
- #1,#2, #3 and #'4).

:10/17/08

Pt
1D UPPLIER REPRESENTATIVE'S SIGNATURE

wooAta !

] iqloz

rosrou) he cen,

it )

azrp7ii If continuation ahagt 1 af4
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108G | Continued From page 1 luso

odars.

This Statute s not met as evidenedd by: ' 1090
Based on observatian amd. staff Interview, the

: GHMRP failed to malntain the the facliity In a
clean, ordarly, and sttractive manne, for four of
four residents residing in the facility. [Resldents

#1, #2, #3, ard #4]
The findings include:

The interjor and exterior of
this facility shall be
maintained in g safe, clean,
orderly, attractive and .
sanitary manner and will be

free of accumulations of dirt,

1, The light bulb In the rear bedroom near the

kitchen.was burnt out and not oparable, rubbish and objeétionable ) 1
2, Ona of the electric burners on the kitchen odctrs opﬂ scheduled ivl»:eakly |
stove was inoperable and the protective sea| basis with weelkly facility _

oversight monitoring by
Program director, This
oversight will provide the
residents #1, #2 #3 and #4 a
bome that is environmentally

around the oven door was broken, Burn marks
were observed amound the upper right portion of
the oven door and stove top.

—_ . _

3. The bathroom on the second flcor was
inopergble and no one was aliowed touselt. The

loilet had been dlsmantied ang was abserved to : : e,
| be'dn the fidor In the bathrom, ; clean. Oversight of facility’s
. environment will be
4. _The tailet seat cover was missing from the i performed by QMRP and
tolist on the main floor. . HM at thig facility daily with
5. The shower nazzla In the bathroom on the - documentation provided to |
main floor was broken. The showsr head was - Program director, | ‘
hanging off the wail and lying In the tub. ' 11/28/08
1181| 3507.2 POLICIES AND PROCEDURES 1161 : ]
Thja manual shall be approved by tha govarning oo
bady of the GHMRP and ahall b= raviewed at
least annually.
I -%;-;;nn Adminlstration
STATE FORM ' L= arD7y If oontinuation anast 2 or 4
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1 161] Continued From page 2 1181
This Statute is not met a5 evidenced by: ' - -
‘Baged o interview and reoadrd réview; the ' 1161 ‘
GHMR}P failed. to provide evidence that the |
govaining body approved and reviswed jis V. : ,
policies and procedures ennually, :_ Thg adnnmstratlonlmll _
‘ review and update its policy
The finding includes: ; and procedure manual by 11/28/08
interview with the Program Dirsctor and review of

the policy and procedures manual on October 16,
<008, falled to provide evidance that the manusl
had baen reviewed and approvad by the
goveming body as required since 2007.

f274 3513.1(a) ADMINISTRATIVE RECORDS | 274 -

- Each GHMRP shall malntaln for each aulhorized }
agency ' & Inepection, at any time, the fallowing

administrative records: 1274
(e) Signed egreamenie or contracts for i ‘i . .
professiona) services; t The mﬁ;?:ﬁ“;g‘f‘_ wssmional
. i ensure e
'|'Thie Statiite 18 fét met as evidenced by: i : ith
Basad on record review and staff Interview, the i;w %fﬂm c;x;t:ﬁclt)s W
Group Home for-the Mentally Retarded (GHMRP) 5 anit homes s © :
falled fo provide evidence of al! signed | maintained in a manner that .
:grr:'::wenm and/or contracts fer professional i is Sﬂtisfactory for agency
Srvices. ingpections with quarterly
The finding includes: | oversight of said records
| conducted by Human .
Racord review and staff Interview on 10/16/2008, | resouroes desartment and |
revealed the facillty falled to prasent evidence - ePp :
that contracts were secured for all professional ‘| Program director. , 11/28/08
servios providers. There was no evidence S
presented or on fila at the time of survey to
Substantiate that signed agreemente ware
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T T required by thie seetion.
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